
  Bethlehem Health Bureau 
10 East Church Street, Bethlehem, Pa. 18018 

INFLUENZA CONSENT FORM 
 

PLEASE PRINT LEGIBLY 
 

 
Name:_________________________________ Date of Birth:___/___/____ Age:____ 
 
Gender: [  ] Male     [  ] Female           Race: [  ] White     [  ] Hispanic     [  ] Black     [  ] Other___________ 
 
Address______________________________________________________________ 
 
City: _____________________________ State: _________ Zip code______________ 
 
Phone:_______________ Family Physician:__________________________________ 
 
Health Plan:[  ]  No insurance   [  ]  Medicare   [  ] Private   [  ] MA   [  ] Other _________ 
 
Social Security #______________________________ 
   

Contraindications for influenza vaccine 
 
• Allergy to Eggs?     [  ]Yes           [  ] No               [  ]Unknown 
 
• Reaction to previous dose of influenza vaccine?    [  ]Yes    [  ]No   [  ]Unknown  

yes, explain____________________________ 
• History of Guillain-Barre Syndrome?                           [  ] Yes      [    ]  No  
______________________________________________________________________ 
I have received & read the Vaccine information sheet dated 6/30/06 about the influenza 
vaccine.  I have had an opportunity to ask questions and I understand the benefits and 
risks of the influenza immunization. I understand as with all medical treatment, there is 
no guarantee that I will become immune or that I will not experience side effects from 
the vaccine. 
 
_____________________________________                   _________________ 
     PARTICIPANT SIGNATURE                                                                           DATE 
 

OFFICE USE ONLY 
 
Date immunized: ____________ Clinic Location: _______________________________  
 
Manufacturer/Lot #/Exp Date 
 
Site: R or L ____IM    
 
Dose: 0.5cc or 0.25cc     Nurse Signature: _____________________________________ 
 

 
[  ] PAID         [  ] MEDICARE B # ___________________    [  ] EMPLOYEE/ DEPT. _______________            
[  ] FREE 
 








